ver since policymakers began using health care reimbursement as a tool to contain health care costs, physicians have voiced concerns that the resulting financial incentives may conflict with their primary duty of advocating for their patients' wellbeing. 1 At times, these concerns have had merit. For example, some of the less popular cost-containment mechanisms of the managed care era, such as aggressive gatekeeping, were abandoned in part because of their potential harm to patients. 2 One cost-containment mechanism that has proven more resistant to physician concerns is the prospective payment of hospital care. Prospective payment was implemented in the Medicare program in 1983. By paying hospitals a flat fee based on the admission diagnosis, prospective payment reversed the financial incentives faced by hospitals: instead of being paid for each additional service provided to patients, hospitals could be more profitable when patients received fewer services and were discharged more quickly. After the average length of stay (LOS) for elderly patients fell from 10.7 days in 1980 to 8.7 days in 1985, 3 some questioned whether Medicare patients were being discharged Bquicker and sicker.Ĥ owever, within a decade of prospective payment implementation, published research had largely allayed the concern that it was harming patients. A series of studies comparing Medicare patients hospitalized with one of five diagnoses in 1981-1982 to a similar group hospitalized in [1985] [1986] found that while there was a slight increase in patient instability at discharge, processes of care during hospitalization improved, and the absolute risk of 30-day mortality decreased by more than 1 %. 4 As a review of the early evidence summarized, BThe literature offers some hope that the worst fears about the effects of [prospective payment] on quality of care… have not materialized.^5
In this issue of JGIM, Southern and Arnsten examine the association between inpatient length of stay and 30-day mortality, raising anew the concern that policies incentivizing short LOS may lead to worse patient outcomes. 6 One everpresent concern in comparative analyses of outcomes between patients with short and long LOS is that these two groups of patients differ in unobserved and unobservable ways. In an effort to address this, the authors examined the outcomes of patients cared for by physicians with short LOS tendencies to patients cared for by physicians with long LOS tendencies. Using a retrospective cohort from their own institution comprising a total 12,341 admissions for ten common medical diagnoses treated by 79 physicians from 2002 to 2008, the authors found increased risk of 30-day mortality in patients cared for by physicians with short LOS tendencies, with statistically significant increased odds of 33-43% in adjusted models, depending upon whether propensity score matching was used. The authors conclude that policymakers should weigh this increased risk when considering policies that incentivize shorter inpatient LOS.
To our knowledge, the grouped-treatment approach that the authors used has not previously been applied in this context, but their analytic design has several notable limitations nevertheless. First, while the intent was to capture a natural experiment (as admissions were essentially assigned to physicians at random), there were significant observable differences between patients cared for by the two groups of physicians, including patient sex, race, insurance status, number of comorbidities, and severity of illness at admission. Furthermore, there was an uncomfortably wide range in mean LOS among individual physicians (3.71 to 8.14 days!), suggesting that patients in the two groups may have differed in important unobserved ways. While the authors adjusted for patient and physician factors available to them, the results still may have been affected by residual confounding. Second, the authors derived the physician LOS tendencies from the final patient cohort. One alternative approach that might have diminished the potential for residual confounding would have been to determine LOS tendencies from an initial subset of patients and then compare outcomes in a separate cohort. Third, the authors attributed patients to the discharging physician, reasoning that they were the final arbiter of the decision to discharge. However, patients may have been treated by numerous attending physicians during their hospitalization, and it remains unclear whether this approach is optimal, both for determining a physician's LOS tendency and for attributing adverse events such as 30-day mortality. Additional sensitivity analyses, such as including only patients who received a majority of their treatment-days from a single physician, might have been useful given the novelty of this approach.
These limitations notwithstanding, it is also important to note that both groups of physicians in this study were operating within the same incentive environment. Thus, these findings should not be taken as evidence that incentives favoring shorter hospitalization accounted for any observed difference. In other words, even if relaxing the incentives to shorten LOS ultimately led to increased LOS, it is unclear whether this would improve outcomes for patients in either or both groups.
While unlikely to represent the death knell for prospective payment, this study offers important reminders for physicians, researchers, and policymakers. First, patient well-being should remain physicians' primary obligation. BDoing more^may not always be the best thing for patients, 7 but when it is, physicians should not let financial consequences stop them from providing the appropriate care. After all, under the prospective payment system, hospitals are not intended to earn a profit from each admission; the system works because the profits from patients who require fewer than the average number of services more than offset the losses from patients who require more services.
Second, natural variation among practices creates opportunities for researchers to identify those practices that are most effective. 8 Southern and Arnsten have reminded us that variation is everywhere, and once it is identified, delving deeper can offer insights into ways to improve health care. For example, there are several mechanisms that might account for worse outcomes for physicians with short LOS tendencies, assuming that threats to validity from residual confounding could be eliminated. Are those physicians discharging patients without adequate observation? Are they providing fewer beneficial therapies in the hospital? Or are worse outcomes a result of insufficient discharge planning and coordination? Determining best practices can help to improve the quality of care delivered by all physicians.
The era of cost containment is far from over, and the Affordable Care Act promises that the next decade will bring new models of care delivery and reimbursement. For example, accountable care organizations will be incentivized to achieve financial savings, but unlike managed care organizations of the 1990s, they will also be held to high standards on numerous quality metrics. 9 Fortunately, as with managed care of the 1990s, new models of care are likely to be highly scrutinized, which will help ensure that patient well-being does not suffer in the name of cost containment.
